Sill,?Whilst perusing the article of Captain GreenArmytage on "The use and abuse of Pessaries" in the February number of the Indian Medical Gazette, my attention was drawn to his anatomical description of the Floor of the Pelvis.
The pelvic floor of course consists only of a muscular sheet, the levator ani and coccygeus muscles?you have structures above it and structures below it, and some of these pass from above to below it. These latter structures are the rectum, vagina, and urethra and they are said to pass from above to below through the " Pelvic Aperture."
One naturally concludes from a description of this sort that all these structures pass through one aperture or opening? but a study of the pelvic floor will at once convince one that this so called-pelvic aperture consists of two apertures ; through the anterior one the vagina and urethra pass, and through the posterior one the rectumThese two apertures however are very close together and probably gynaecologists have joined them together for simplicity in description. But yet these apertures are separated by a part of the pelvic floor, and a very important part, e.g., " the central point of the perineum." And it is by injury to this small part of the pelvic floor that I wish to suggest that many of the cases of prolapse occur.
Gynecologists always describe prolapse as being caused by injury to the pelvic floor, but as to how or where this injury occurs we never receive many details.
In the first place it is, I believe, unusual to find a bad condition of prolapse in a woman who has never borne a child. (1) post surface of the body of the pubis,
(2) white line and visceral fascia, (3) spine of ischium. e.g., the origin extends horizontally from the post surface of the pubis to the great sciatic notch ending near the spine of the ischium, where the coccygeus arises, and continues the muscular sheet. Practically it has an origin from more than half the circumference of the pelvis.
Its insertion, as a rule, is described in instalments :?
(1). The anterior part, e.g., that part arising from the back of the pubes is inserted into the central point of the perineum.
(2). The part arising from the white line is inserted into the central point of perineum and the rectum.
(3). The fibres from spine of ischium are inserted into anococcygeal raphe and coccyx.
We do not read that the muscle is inserted into the urethra or vagina but that it encircles them. We presume then that as far as the action of the muscle is concerned it has no connection either with the urethra or vaginaBut the vagina and urethra have to get through the floor of the pelvis and this they do between the portions of the muscles which arise from the back of the pubis ; here then is aperture in the floor of the pelvis. Having ruptured, this important point will join up by means of fibrous tissue only, and as such will be a weak point in the floor of the pelvis. Any strain thrown on this weak point such as a woman getting up too soon after childbirth, e-(f., before the repair is completed, will cause stretching of this fibrous tissue, with the result that the anterior bundles of the levator ani which form the anterior part of the floor of the pelvis will become lengthened and cause this part of the floor to sag downwards. At the same time the space between these anterior fibres of the levator ani is widened and the support to the vagina is taken away. It follows therefore that the organs situated over the anterior part of the floor of the pelvis, e.<j., the bladder and uterus, will also sag downwards and in doing so will pull upon This central point of the perineum should not be confounded with the perineal body which lies entirely below the floor of the pelvis and which may be, and often is, ruptured without causing any displacement of the generative organs.
It appears to me that this injury to the central point of the perineum is analogous to the injury of the perineal body when the head of the child is passing through the vaginal outlet, for the rupture does not occur at the sides of the vulva where the force is in only one direction but in the middle line where the stretching of both sides tends to act on the same spot.
Scliatz described the injury to the levator ani as a submucous laceration of the muscle by which gaps were left between the muscular bundles?but he never verified his theory.
Others have described submucous lacerations, fatty de- generation, atrophy and paralysis of the torn muscular fibres, but, I beliere, have not limited such conditions to the anterior bundles of the levator ani.
Kelly described how that the anal cleft in these cases of prolapse was no longer a sharp deep furrow, but was flat and shallow, and the anus was further back and more exposed.
This latter condition one can imagine would occur if the central point of the perineum lost its original position and support ; as stated above, when the levator ani acts to straighten the anal canal?the canal must be fixed in front and behind so as to enable the muscle to perform this action and if the central point of perineum, the fixing point anteriorly, is injured, the whole canal will tend to pass backwards.
Providing therefore that the levator ani is intact such conditions as the integrity of the connective tissue or ligaments around the uterus?increased abdominal pressure or size and weight of the uterus, etc., should not cause any great degree of prolapse.
